Hach6 L, Utz D C & Woolner L B (1962) Surg. Gynec. Obstet. 115, 737 Mr R W Raven said that this was a very instructive case presentation showing fibrosclerosis in multiple tissues. It highlighted the advisability of investigating the biliary and renal systems in patients with Riedel's thyroiditis, for perhaps more cases would then be shown with these correlations. Mr G Blackburn said that the uniform and tender enlargement of the thyroid initially, with the subsequent development of myxoedema, did not suggest Riedel's thyroiditis. Furthermore, resection of tne isthmus would have provided better histological evidence than a needle biopsy. Mr G Qvnst said that the cause of the obstructed hepatic ducts must have been difficult to determine at operation and Mr Selwyn Taylor was to be congratulated on avoiding an extensive operation to relieve the obstruction, relying rather on simple drainage with subsequent resolution of obstruction by drug therapy. Jaundice due to Hepatic Artery Aneurysm Lionel Gracey FRCS (Royal Free Hospital, London WCJ) Mrs M R, aged 59 Previous history: Severe rheumatoid arthritis since 1945 affecting hands, feet and knees. Between 1954 and 1961, synovectomy of left kneejoint and amputation of toes. 1964, incision of abscess swelling, left knee-joint. On steroids up to present. 1956, total hysterectomy for fibroids. 1960, thyroidectomy for thyrotoxicosis. 1964, tarsorrhaphy for persistent exophthalmos.
History: In May 1969 she began to suffer a colicky pain in right hypochondrium radiating round to back, and suggestive of biliary colic. After a week of this pain she became anorexic and jaundiced, with pale stools and dark urine. Shortly before admission on 1.6.69 she began to vomit.
On examination: Deeply jaundiced, ill-looking patient. Obvious rheumatoid deformity of hands and knees, brawny cedema of legs and feet. BP 200/110. Liver enlarged. Gall-bladder area markedly tender.
A diagnosis of probable gall-bladder empyema was made, and on day of admission the abdomen was explored through a right upper paramedian incision. Free bile in the peritoneal cavity and gross distension of gall-bladder, which contained purulent bile but no stones. Head of pancreas normal, distal common bile duct collapsed; but in the porta hepatis was a pulsatile mass, an aneurysm of the hepatic artery. Cholecystostomy was performed with a Malecot catheter left in the gall-bladder, and the wound was closed with drainage.
Progress: A cmliac-axis arteriogram was performed on 3.6.69 and revealed an aneurysm of the right hepatic artery. Later that day the patient collapsed with signs of severe hemorrhage, 250 ml blood was aspirated from the stomach, and rupture of the aneurysm into the bile duct was diagnosed. Her condition was improved with intravenous transfusion of 6 pints (3,400 ml) of blood before definitive surgery for the aneurysm.
Operation (5.6.69): The aneurysm completely eroded the wall of the common hepatic duct. Proximal and distal ligature of the aneurysm produced no colour changes in the liver. Aneurysm therefore resected together with common hepatic duct. Cholecystectomy performed and distal stump of common bile duct ligated. Roux loop of jejunum anastomosed to right and left hepatic ducts in porta hepatis.
A transient biliary fistula developed, but the patient then made a good recovery and went home, well, on 23.8.69. All liver function tests normal up to present.
Comment
Clinical diagnosis of the condition of hepatic artery aneurysm is difficult, but the combination of obstructive jaundice and hmmobilia in the absence of trauma is suggestive. Arteriography is a most valuable aid to diagnosis, and especially precision of diagnosis.
Excision of the aneurysm is the treatment of choice. Graft replacement is not needed if there is good back bleeding and no apparent colour changes in the liver on ligation of the hepatic artery; colour changes are unlikely, as the aneurysm takes months to develop and collaterals will have formed, and particularly unlikely if the aneurysm affects the main hepatic artery proximal to the origin of the gastroduodenal. The bile duct may form part of the aneurysm wall and may require resection with the aneurysm.Replacement of the bile duct by the classical Roux loop technique is then effective.
